Meckel's diverticulum is not commonly encountered surgical entity and presents unique challenges for a pediatric surgeon, as it is prone to varied complications. A 14-year-old boy was admitted with us with a 48-hour history of lower abdominal pain and multiple episodes of vomiting. Radiological imaging studies revealed a high-grade partial small bowel obstruction. A fleeting conservative management was tried. The diagnostic laparoscopy revealed a small bowel obstruction secondary to a Meckel's diverticulum. The diverticulum was resected using an endovascular GIA stapler. The patient was discharged on postoperative day four, tolerating a regular diet. Laparoscopy is a useful diagnostic and therapeutic means for a patient with a small bowel obstruction due to an uncertain etiology.
Introduction
A Meckel diverticulum is an embryologic abnormality that is part of a spectrum of anomalies known as yolk stalk or omphalomesenteric duct remnants. Fabricus Hildanus first described a Meckel diverticulum in 1598. In 1809, Johann Meckel, an anatomist, described this anomaly in detail. He identified the origin of the diverticulum as the omphalomesenteric duct and emphasized that this anatomic abnormality was a potential cause of disease. In 1904, Salzer became the first to identify ectopic mucosa within the diverticulum. Meckel's diverticulum is the most commonly encountered congenital anomaly of the small intestine. Its incidence is usually quoted as approximately 2% of the population, but the prevalence can vary from 0.2% to 2% [1] . The male to female ratio of symptomatic diverticulum is 3:1. Meckel's diverticulum can present as abdominal pain with an unclear cause, hematochezia, inflammation with or without perforation, intussusception, and a small bowel obstruction [2] [3] . Inflammation of this Meckel's diverticulum may mimic appendicitis. Therefore, during appendectomy, ileum should be checked for the presence of Meckel's diverticulum. If it is found to be present, it should be removed along with appendix. It can also be present as an indirect hernia, typically on the right side, where it is known as, Littre's hernia. Laparoscopy can be used both as a diagnostic and therapeutic tool in children with a small bowel obstruction. We present a case of a small bowel obstruction secondary to a Meckel's diverticulum, diagnosed and treated laparoscopically.
Case Report
A 14-year-old male, born of non-consanguineous marriage presented with a 48-hour history of lower abdominal pain and multiple episodes of vomiting. The boy was admitted in our emergency department and observed. His biochemical parameters were not suggestive of any intra-abdominal infection or obstruction except mildly elevated leucocytosis. The boy did not exhibit much of clinical signs except mild central abdominal distension. Initial abdominal films revealed multiple air fluid levels ( Figure 1 ). An uppergastrointestinal series (CT-enterography) was performed which revealed poor filling of the terminal ileum consistent with a high-grade partial small bowel obstruction ( Figure 2 ). Fleeting conservative trial was given to the patient but with unsatisfactory results. A diagnostic laparoscopy was performed. A, 10 mm optical trocar was placed at the level of umbilicus in left midclavicular line via closed technique after veres insertion and pneumoperitoneum insufflation. Two 5mm ports were placed, one in the left upper quadrant, anterior axillary line, and one in the left lower quadrant, anterior axillary line. A Meckel's diverticulum with a thick band from the tip of the diverticulum to the small bowel mesentery creating the obstruction was discovered. An obvious transition zone in the distal ileum existed at this point of internal small bowel herniation.
We converted left upper quadrant 5 mm port to 12 mm stapler port. The diverticulum was resected using an endovascular GIA stapler (Figures 3-7) . The patient was discharged home on postoperative day four, tolerating a regular diet. The patient was followed up in our outpatient department at the end of first week with satisfactory results. 
Discussion
In many patients with small bowel obstruction, a definitive preoperative cause cannot be determined and if not relieved with nonoperative management; it demands surgery to prevent bowel compromise. Laparoscopy provides a tool to diagnose the cause of the obstruction and often to relieve the obstruction without laparotomy [3] [4] .
Small bowel obstruction secondary to a Meckel's diverticulum most often results from intussusception or from herniation of bowel around a diverticular band [2] . Laparotomy is warranted to diagnose and treat these conditions. Attwood et al. [5] initially described resection of a Meckel's diverticulum using laparoscopy. Laparoscopic assisted transumbilical Meckel's diverticulectomy is a simple, safe technique for the precise assessment of the complications of Meckel's diverticulum and performing the resection [6] - [8] . Successful resection of a Meckel's diverticulum can be accomplished through laparoscopy, using endost apling devices [8] . With the advent of gastrointestinal stapling devices, excision has become safer, faster, and more efficient. In two of the cases, a diagnostic laparoscopy was performed to determine the cause of a bowel obstruction and subsequently diverticulectomy was performed.
In our case laparoscopy was performed for diagnostic and therapeutic purposes. We introduced pneumoperitoneum through veress technique. We maintained gentle pressure for insertion of our trocars as the space was very less. Laparoscopic access via an open technique helps minimize the risk of bowel perforation associated with a Veress technique. Laparoscopy also permits inspection of the remainder of the abdomen with reduced postoperative pain and potentially a decreased length of hospital stay. In cases of small bowel obstruction with an uncertain etiology, laparoscopy is an excellent diagnostic tool. When a Meckel's diverticulum is found as the cause of obstruction, laparoscopy also serves therapeutic purpose, obviating the need for laparotomy.
Conclusion
We recommend that in patients of small bowel obstruction one can give a trial of diag-nostic laparoscopy to evaluate the cause and to treat it laparoscopically. However, we also feel such procedures should only be taken up by the most experienced surgeon and low threshold for conversion to open should be exercised as there is compromised space in the abdominal cavity.
